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F 000 | INITIAL COMMENTS F 000 |
' |
Surveyor: 41895
An extended recertification health survey for ‘
compliance with 42 CFR Part 483, Subpart B,
requirements for Long Term Care facilities, was |
conducted from 10/19/21 through 10/21/21. |
Avantara Salem was found not in compliance with
the following requirements: F554, F565, F658, |
F677, F684, F725, F812, and F880.
F 554 Resident Self-Admin Meds-Clinically Approp F 554 1. Seli-Administration Assessment completedon | 11/20/2021
resident 34. Revised care plan states leave |
8S=D CFR(s): 483.10(c)(7) | medications at bedside.
§483.10(c)(7) The right to self-administer ! 2. All residents have potential to be affected. ‘
medications if the interdisciplinary team, as ‘ 3. Audit all Eesidgnts to elnsure self—adr'r|1irt1isdtration i
defined by §483.21(0)(2)(), has determined that B e oo o
| this practice is clinically appropriate. | All nurses and medication aides educated by DON |
This REQUIREMENT is not met as evidenced on 11/10/2021 on each resident’s preference of
| self-administration. Those not in attendance at
by: education due to vacation, sick leave, or casual work
Surveyor: 43844 status will be educated prior to their first shift worked.
Based on interview, record review, and polcy ke etbe gt
review, the provider failed to ensure one of one All audits will be reviewed and monitored through
I sampled resident (34) had been assessed for self QAPI.
| administration of medications per facility policy.
Findings include: |
| |
! 1. Review of resident 34's medical record |
revealed:
| *He had a self-administration of medication i
| assessment completed on 5/29/21,
| -The assessment determined he was safe to I
‘ self-administer medications and they could be left |
| in his room.
| -There had been no other self-administration of
! medication assessments completed.
| *His care plan stated "Staff will administer
medications as ordered.”
| -His care plan did not address self-administration
i of medication.
| |
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X8) DATE
Ashley Nickel LNHA 11/15/2021

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients . (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available fo the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.

FORM CMS-2567(02-99) Previous Versions Obsolete

Event ID: C5DU1

Facility ID: 0050 If continuation sheet Page 1 of 45



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 11/05/2021
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

435049

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY
COMPLETED

10/21/2021

NAME OF PROVIDER OR SUPPLIER

AVANTARA SALEM

STREET ADDRESS, CITY, STATE, ZIP CODE
500 COLONIAL DRIVE
SALEM, SD 57058

X4iD | SUMMARY STATEMENT OF DEFICIENCIES
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION)

D

TAG CROSS-REFERENCED TO THE APPROPRIATE

PROVIDER'S PLAN OF CORRECTION | (X5)
PREFIX (EACH CORRECTIVE ACTION SHOULD BE | COMPLETION

DEFICIENCY)

DATE

F 554 Continued From page 1

*His physician orders had indicated a medication
self-administration evaluation was to have been
completed every three months, ordered on
05/29/21, to ensure the resident was able to

| self-administer those medications appropriately.

Interview on 10/21/21 at 7:30 a.m. with registered
nurse (RN)/director of nursing (DON) C and

| RN/regional nurse consultant (RN/RNC) A
confirmed:

*Another self-administration of medication
assessment should have been completed three
months after the 5/29/21 assessment.

*The assessments were to have continued
quarterly and with any significant change of
condition for resident 34.

*RN/RNC A stated:

-There was a problem with staff understanding
the need to complete a quarterly assessment.
-Education was needed for the nursing staff.

Review of the provider's January 2020
Self-Administration of Medications policy
revealed:
*"Policy: Each resident has the right to
| self-administer medications should they desire,
| unless this practice is determined unsafe."
| "2. Evaluations will be completed quarterly, with
| change of condition, annually and prn [as
| needed]."
| "4. Nursing is to get an order from the clinician for
| self-administration of medications."
| "6. Documentation of the ability to self-administer
| medications will appear on the resident's plan of
care."
F 565 | Resident/Family Group and Response
SS=E | CFR(s): 483.10(f)(5)(i)-(iv)(6)(7)

F 554
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F 565 | Continued From page 2 F 565 1. Administrator interviewed residents 3, 8, 15, 21, 29, 11/20/2021

§483.10(f)(5) The resident has a right to organize
and participate in resident groups in the facility.
(i) The facility must provide a resident or family
group, if one exists, with private space; and take
reasonable steps, with the approval of the group,
to make residents and family members aware of
upcoming meetings in a timely manner.

(ii) Staff, visitors, or other guests may attend
resident group or family group meetings only at
the respective group's invitation.

(iii) The facility must provide a designated staff
person who is approved by the resident or family
group and the facility and who is responsible for
providing assistance and responding to written
requests that result from group meetings.

(iv) The facility must consider the views of a
resident or family group and act promptly upon
the grievances and recommendations of such
groups concerning issues of resident care and life
in the facility.

(A) The facility must be able to demonstrate their
response and rationale for such response.

(B) This should not be construed to mean that the
facility must implement as recommended every
request of the resident or family group.

§483.10(f)(6) The resident has a right to
participate in family groups.

§483.10(f)(7) The resident has a right to have
family member(s) or other resident
representative(s) meet in the facility with the
families or resident representative(s) of other
residents in the facility.

This REQUIREMENT is not met as evidenced
by:

Surveyor: 43844

Based on interview, policy review, and resident
council meeting minutes review, revealed the

and 38 for bathing preferences. Resident 3’s
preference is a bath 3x week, Monday, Wednesday,
Friday. Resident 8's preference is a bath 2x week,
Mondays and Thursdays. Resident 15's preference is
a shower 3x week, Tuesday, Thursday, and
Saturdays. Resident 21's preferences is a shower

2x week, Tuesdays and Fridays. Resident 29's
preferences is 1 bath a week and had no preference |
of day. Resident 38 no preference for bath vs. shower
would like 2x week on Sunday and Wednesdays.
Scheduled and Care Planned baths per

preferences. Unable to rectify previous call light
complaints. All C.N.A.'s and Dietary staff educated '
that snack pass is to occur at 2pm and 8pm.

2. All residents have potential to be affected.

3. Administrator interviewed remaining residents for
bathing preference ensure scheduled and care
planned per preference. Continual education with alt
staff of importance of call light response time.
Continual education with all staff on importance of
offering snacks. Initial education provided by DON on
11/10/2021. Those not in attendance at education
due to vacation, sick leave, or casual work status will
be educated prior to their first shift worked. Resident
counci! grievances will be reviewed Monday-Friday at
morning meeting. The grievances will be delegated
to respective department or designee, returned to
marning meeting within 48 hours with resolution, and
reviewed with Resident Council President prior to
resident council meeting with grievance responses.
IDT team and resident council president educated
on process. Administrator B attended Resident
council Meeting and reviewed previous resident
council grievances and resolutions 11/4/2021. If not
in attendance of resident council 11/4/21 personally
reviewed with resident regarding grievances. DON
or Designee will audit 5 random residents
for completion of baths and preference x4 weeks,
biweekly x2 months, Monthly x3 months. Social
Services or Designee will Audit 5 random call lights
for various shifts x4 weeks, biweekly x2, monthly x3.
DSM or Designee will audit snack pass weekly x 4
weeks, biweekly x2, monthly x3. Activities Director or
Designee will audit resident council grievances
monthly x6 months. All audits will be reviewed and
monitored through QAPI.

FORM CMS-2567(02-99) Previous Versions Obsolete

Event ID: C5DUM

Facility ID: 0050 If continuation sheet Page 3 of 45




PRINTED: 11/05/2021

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {(X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING COMPLETED
435049 B. WING 10/21/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

500 COLONIAL DRIVE

AVANTARA SALEM
SALEM, SD 57058

x40 | SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION | (x5)
PREFIX | {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION

TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG | CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY) |
T
F 565 | Continued From page 3 F 565

provider failed to:

*Follow-up and investigate concerns for seven of
seven (3, 8, 15, 21, 29, 38, and an anonymous
resident) interviewed regarding cares and
services not being performed.

*Fully document responses to resident council
members concerns identified in the January 2021
through May 2021 resident council meeting
minutes.

Findings include:

1. Resident council interview on 10/20/21 at 10:05
a.m, revealed:
*Six of seven residents said they did not receive
baths on a timely basis.
*Three of seven residents said they did not
always receive a bath every week.
-Resident 3 said he usually gets one bath per
week, "But, sometimes have to wait one or two
days due to short-handed [not enough staff], it
feels good when | do get a bath."
-Resident 8 said she used to get two baths per |
week but has now been only getting one. She | |
preferred two baths per week.
-Resident 15 said she used to get two baths per |
| week but has now been only getting one. She
preferred two baths per week.
-Resident 21 said she has had to wait up to three
weeks to get a bath and preferred two baths per
| week.
-Resident 29 said she has had to wait up to two
weeks to get a bath and would like "A whirlpool,
as it helps with my back pain, but | only get a
shower."
--She stated the provider should hire a bath aide.
-Resident 38 said she had to wait up to two
weeks to get a bath and preferred two baths per
week,
*One resident who wanted to remain anonymous
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said:

| -Her roommate often smelled of urine for hours at
a time.
--The odor gave her a headache.
-She:
--Often smelled urine in the hallways.
--Asked staff what that smell was to prompt them
to provide care to others.
--Did not think there was enough staff in the
mornings to provide care.
*Two of seven residents (8 and 38) said they had
waited more than fifteen minutes for their call
lights to be answered.
-Resident 8 stated, "They [staff] told me not
enough aides.”
*One resident who wanted to remain anonymous
reported she had to wait up to one-half hour for
her call light to be answered.
*Three of seven residents felt there was not
always enough certified nursing assistants to
ensure they received snacks in the afternoon and
evening.

2. Review of resident council minutes from
January 2021 through May of 2021 revealed:
*On 1/13/21 four residents reported call lights
took too long to answer in the evening.

-The department response was to "Educate staff
to answer call lights in a timely manner."

*On 2/3/21 old business showed call lights were
still taking too long to answer after 6:00 p.m. with
no resolution.

*On 3/3/21 one resident had a concern of call
lights not being answered with no resolution.
*On 4/7/21 two residents had concerns of wrong
food being received [per diet or requested food]
with no resolution.

*On 5/6/21:

-Four residents had concerns of not getting

F 565
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enough towels, wash clothes, or fresh water
unless they specifically asked for it.
-One resident had concerns of their call light not
being answered.
-Three residents had concerns of bed linens not
being changed.
-Three residents had concerns of no religious
services being conducted in the facility.
--There had been no resolution to these
concerns.
*On 5/25/21:
-Three residents had concerns of wheelchairs
and walkers not being cleaned.
-Three residents had concerns of showers or
baths not consistent.
-Four residents had concerns of waiting up to an
hour for call lights to be answered or not
answering call lights at ali.
-Three residents had concerns of their laundry
being lost. |
-Two residents had concerns that their rooms |
were too hot, ranging from 78 to 81 degrees.

| --These concerns had been addressed by the
provider.

3. Interview on 10/21/21 at 11:02 a.m. with
administrator B regarding resident council
grievances revealed:

*They used the "Same process as a regular
grievance."

*When the resident council had a grievance there
was a form to be filled out at resident council.
-This completed form would have been discussed
at the next manager's meeting and assigned to
the appropriate department manager.

--Manager meetings were held on a daily basis.
--The manager was to have investigated the
issue and provided the resident council a
response, and filled out a "department response
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form."

--This form would then be attached to the
resident council minutes each month.

*She confirmed a department response form had
been completed for the 1/13/21 resident council
meeting concerns.

*She could not find any other department
response forms completed for all other resident
council grievances.

*The provider had done call light audits in May
2021, the response time did improve.

*She was not sure if the department response
from 5/25/21 had been discussed with the
residents during the next resident council
meeting.

-The activity director assisted the residents with
their meetings, but he was not available during
this survey to confirm if it had been discussed.

4. Review of the provider's updated 1/5/21
grievance policy revealed:

“"Policy: It is the policy of this facility to investigate
all grievances registered by, or on behalf of a
resident....."

*"Procedures:”

-'2. The facility Administrator or Administrator
Designee, referred to as the grievance official,
has been designated to receive all grievances.”
-"4. Any resident or representative or member of
the resident's family or the resident council may
present a grievance to the grievance official orally
or in writing giving rise to the grievance."

-"8. All written grievance decisions will include the
date the grievance was received, a summary
statement of the resident's grievance, the steps
taken to investigate the grievance, a summary of
the pertinent findings or conclusions regarding
the resident's concerns(s), a statement as to
whether the grievance was confirmed or not
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confirmed, any corrective action taken [, or] to be
taken by the facility as a result of the grievance,
and the date the written decision was issued.
9. If the grievance is confirmed, the facility will
take appropriate corrective action.”
*"Purpose: To provide a system that allows
residents, families, staff and others to bring
comments of grievances and satisfaction to the
attention of the grievance official which allows the
team to investigate and bring resolution in a
timely manner.
*“"Process:”
-"Grievance Official: ........ All Grievances and
Satisfaction Forms will come to the stand-up
meeting and are reviewed by the grievance
official who will determine what actions need to
be taken and who will follow up on the Grievance.
| --The grievance official should actively participate
in the investigation and resolution but may
delegate portions of the tasks to the appropriate
individuals.
--The grievance official will make contact with the
concerned party within 24 hours of being made
aware of the grievance to let them know you are
aware, that an investigation is being conducted,
and to ask any additional questions that may help
you come to a resolution and will keep in frequent
contact until a resolution is obtained.”
Services Provided Meet Professional Standards
CFR(s): 483.21(b)(3)(i)

F 658
SS=E |

§483.21(b)(3) Comprehensive Care Plans

The services provided or arranged by the facility,
as outlined by the comprehensive care plan,
must-

F 658/ 1. unable to rectify notification and following orders
for resident 26, 38, and 39. Unable to educate LPN L
as Agency contract ended prior to end of survey.
Physician orders notification education provided to
nursing staff on 11/25/2021. RN K was educated on
appropriate administration of inhaler, and medication
cart left unlocked and unattended by DON on

| 10/25/2021. Obtained distilled gallon of water from
kitchen 10/19/21. Automatic order of distilled water on

11/20/2021

. . . weekly order.
| (i) Meet professional standards of quality. Y
This REQUIREMENT is not met as evidenced
by:
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Surveyor: 45383
Based on observation, interview, record review,
and policy review, the provider failed to ensure:
*Notification to a physician about a change in
condition for one of one sampled resident (26)
who was transferred to the emergency
department (ED).
*One of one sampled resident (26) had
physician's orders followed for low blood sugar.
*Documentation was completed for one of one
sampled resident (26) who had gone to the ED.
*Medications and medication-related items on
and within the north hallway medication cart had
been secured by one of one registered nurse
(RN} (K).
*Inhaler medication had been administered in
accordance with the manufacturer's instructions
for use for one of one random resident (38) by
one of one RN (K).
*Distilled water had been available for one of one
random resident (39) for use with his continuous
positive airway pressure (CPAP) machine.
Findings include:

1. Review of resident 26's medical record
revealed:

*On 9/26/21 at 4:20 a.m. licensed practical nurse
(LPN) L was notified of the resident’s condition.
-The resident's skin was cool and clammy to the
touch.

-She was unresponsive to verbal commands.
-She had "coffee ground emesis on her cheek
and in her mouth."

-She had abnormal labored breathing.

-Her blood sugar was 41 mg/dL (milligrams per
deciliter)

- LPN L had administered IM (intramuscular)
Glucagon 1 mg.

-Resident 26 had an as needed order for

F 658 2. All diabetic residents and residents utilizing

C-PAP are potentially at risk.

3. Educated all nursing staff regarding blood
sugar orders and parameters by DON on
11/10/2021. All diabetic resident’s physician
orders were reviewed, and parameters in
place. All nurses educated for appropriate
medication administration and inhaler: :: .-
administration by DON on 11/10/2021.
Educated staff regarding who will be ordering
distilled water, ocation of storage, and who to
contact if not available by DON on 11/10/21.
Those not in attendance at education due to
vacation, sick leave, or casual work status will
be educated prior to their first shift worked.
DON or Designee will review all diabetic
residents weekly x4, biweekly x2, monthly x3
to ensure accuracy of diabetic orders being |
followed. DON or Designee will complete
medication administration audits with 5 random|
alternating medication passes weekly x4,
biweekly x2, monthly x3 ensure meds are
stored correctly and inhalers are administered |
appropriately. DON or designee will Audit |
C-pap and distilled water for resident 39
weekly x4, biweekly x2, monthly x3 to ensure |
filled appropriately and ensure distilled water is
available. All audits will be reviewed and
monitored through QAPL.
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Glucagon 1 mg IM for a blood sugar less than 60
mg/dL.

-Her vital signs were: blood pressure 147/62,
pulse 72, oxygen saturation 86% , temperature
94.7, and respirations 12 per minute.

*On 9/26/21 at 4:31 a.m. 911 was called for
transfer.

*On 9/26/21 at 4:48 a.m. the family of resident 26
was notified of her transfer to the ED.

*The physician or on call physician had not been
notified prior to transferring resident 26 to the ED.
*The resident was transferred to the ED that
morning. |
*There was no provider's Skilled Nursing
Facility/Nursing Facility (SNF/NF) to Hospital
Transfer Form completed for resident 26,

Review of resident 26's interdisciplinary progress
notes dated 10/3/21 revealed:
| *On 10/3/21 at 4:30 a.m. RN M had:
-Been called to assess resident 26 who had |
clammy skin and was lethargic.
-Checked the resident's blood sugar and it was ‘
37 mg/dL.
-Attempted to give orange juice by and the |
resident had spit it out on every try.
-Attempted to give a house supplement orally and ‘
the resident had spit it out.
*On 10/3/21 at 4:45 a.m. RN M had:
-Rechecked the resident's blood sugar and it was
38 mg/dL.
-Tried giving yogurt orally and the resident spit it
out as well.
*On 10/3/21 at 5:00 a.m. RN M had:
-Rechecked the resident's blood sugar and it was
38 mgy/dL.
-Given the resident a packet of sugar orally and
the resident tried spitting it out.
*On 10/3/21 at 5:15 a.m.:

FORM CMS-2567(02-99) Previous Versions Obsolete Event 1D: C5DU11 Facility 1D: 0050 If continuation sheet Page 10 of 45




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 11/05/2021
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

435049

A. BUILDING

(X2) MULTIPLE CONSTRUCTION

B. WING

(X3) DATE SURVEY
COMPLETED

10/21/2021

NAME OF PROVIDER OR SUPPLIER

AVANTARA SALEM

STREET ADDRESS, CITY, STATE, ZIP CODE
500 COLONIAL DRIVE
SALEM, SD 57058

(X4) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION})

D
PREFIX
TAG

DEFICIENCY)

PROVIDER'S PLAN OF CORRECTION (X5)
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE DATE

COMPLETION

F 658

Continued From page 10

-RN M had rechecked the resident's blood sugar
and it was 44 mg/dL.

-The resident was more alert and was given sips
of sugar water.

*On 10/3/21 at 5:45 a.m.:

-RN M rechecked the resident’s blood sugar and
it was 58 mg/dL.

-The resident was responding to verbal
commands.

-RN M had not given prn Glucagon 1 mg
intramuscularly as ordered.

Interview on 10/21/21 at 10:00 a.m. with
administrator B, RN/regional nurse consultant A,
and director of nursing (DON) C regarding the
treatment RN M and LPN L had provided to
resident 26 revealed:

*Resident 26 had a PRN (as needed) physician
order for Glucagon 1 mg intramuscularly for blood
sugars less than 60 mg/dL.

*RN/DON C stated RN M should have given
Glucagon 1 mg intramuscularly to resident 26.
*The provider did not have a policy on treating
low blood sugar for a lethargic resident.

*The provider did not have a policy for
transferring a resident to the ED.

*Administrator B stated the steps to take when
transferring a resident to the ED included:
-Notify the resident's physician or on call
physician prior to transfer.

-Notify 911.

-Notify family.

*They all agreed that LPN L had not notified
physician with resident 26's change in status.
-Had not obtained an order to transfer resident 26
to the ED.

Surveyor: 41895
2. Observation on 10/20/21 at 7:40 a.m. of the

F658|
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north hallway medication cart in the north hallway
revealed:

*When the cart was checked, it was unlocked.
*There were four medication cards on top of it,
that contained medications.

*There was a piece of paper on top of the cart
that had a list of residents and included how they
took their medications and what type of
assistance some of them needed with transfers.
*RN K had walked out of a resident room and
back to the medication cart.

Observation on 10/20/21 at 8:10 a.m. of RN K
administering a Dulera inhaler to resident 38
revealed:

*She had asked resident 38 if she usually
administered the medication herself and resident
38 replied "no."

*She handed the inhaler to resident 38 without
giving her any directions on how to use it.
*Resident 38 took two puffs from the inhaler.
-She did not instruct her wait thirty seconds
between taking the two puffs.

*She did not have resident 38 rinse her mouth
after using the inhaler.

Interview on 10/20/21 at 12:56 p.m. with RN K
regarding the above observations revealed she:
*Did not know she should have waited 30
seconds between puffs of the inhaler.

*Should have had the resident rinse her mouth
after using the inhaler.

*Should have locked the cart, put her paper away,
and locked the medication cards in the drawer.
-She had stepped away from the cart quickly as a
resident had been hollering for help and she
needed to assist her.

Review of the provider's 2007 Medication
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Administration policy revealed:

*"[Medication] Cart may remain unlocked only
when in the direct line of sight and control by the
nurse or medication aide who is administering
medications."

*To follow manufacturer's instructions product
information for acceptable wait times between
puffs of an inhaler.

*A cup of water was needed to rinse mouth after
a steroid inhaler.

Review of the revised June 2021 Dulera Patient
Instructions for use, found at
https://www.organon.com/product/usalpi_circular
s/d/dulera/dulera_ppi.pdf, revealed:
“7_ Breathe out as fully as you comfortably can
through your mouth. Push out as much air from
your lungs as possible. Hold the inhaler in the
upright position and place the mouthpiece into
your mouth (see Figure 4). Close your lips around
the mouthpiece.”
*8, Take a deep breath (inhale) in slowly through
your mouth. While doing this, press down firmly
and fully on the top of the canister until it stops |
moving in the actuator. Take your finger off the
canister.”
*'9_When you have finished breathing in, hold
your breath as long as you comfortably can, up to
10 seconds. Then remove the inhaler from your
mouth and breathe out through your nose, while
| keeping your lips closed.” |
*"10. Wait at least 30 seconds to take your
second puff of DULERA."
*"11, Shake the inhaler well again and repeat
steps 6 through 8 to take your second puff of
DULERA."
*13. After you finish taking DULERA (2 puffs),
rinse your mouth with water. Spit out the water.
| Do not swallow it." |
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3. Interview on 10/19/21 at 2:59 p.m. with resident
39 revealed he had:

*Been out of distilled water for his CPAP machine
for about a week so he could not use it.

*Told nurses, certified nursing assistants (CNAs),
and administrator B he needed distilled water.
*Denied any adverse reaction from not using his
CPAP machine.

Review of resident 39's medical record revealed:
*A 11/25/19 physician's order for resident to wear
a CPAP machine at bedtime for obstructive sleep
apnea.

*Documentation on his treatment administration
record that he had not worn the CPAP on
10/12/21, 10/16/21, or 10/17/21 due to not having
distilled water.

*There had been no other documentation as to
what was done about it or if someone else had
been notified.

Interview on 10/20/21 at 11:08 a.m. with CNA J
revealed he did not know where the distilled water
was stored.

Interview on 10/20/21 at 11:00 a.m. with
administrator B, RN/DON C, and RN/regional
nurse consultant A revealed:

*Distilled water was delivered on Tuesdays by US
foods and was kept in central supply for staff to
access.

*Nurses had been told where to get the distilled
water.

*They had not been aware he did not have
distilled water.

*He was usually accurate with his description of
events.
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F 658  Continued From page 14
Observation on 10/20/21 at 11:12 a.m. with
administrator B revealed there had been distilied
water in the central supply room on the counter in
a box.

Interview 10/21/21 at 10:05 a.m. with dietary
director H revealed:

*Someone had told her to order distilled water on
10/15/21.

*She had ordered it on 10/18/21 and it had came
in on 10/19/21.

*She did not know they had been completely out
or she would have bought some.

A respiratory care/CPAP policy had been
requested from administrator B on 10/20/21 at
1:45 p.m. A policy on cleaning the CPAP machine
was provided. The policy did not address the
supply of distilled water.
F 677 ADL Care Provided for Dependent Residents
SS=F | CFR(s): 483.24(a)(2)

§483.24(a)(2) A resident who is unable to carry
out activities of daily living receives the necessary
services to maintain good nutrition, grooming, and
personal and oral hygiene;
This REQUIREMENT is not met as evidenced
by:
Surveyor: 41895
Based on interview, record review, internal
bathing audit forms, policy review, facility
assessments, and performance improvement

! project review, the provider failed to ensure:
*Nineteen of twenty-three sampled or random
residents (2, 3, 4, 6, 8, 10, 15, 18, 19, 21, 22, 23,
24,25, 27,29, 34, 35, 36, 37, 38, 39, and one
resident who wanted to remain anonymous
reviewed for personal hygiene had received a

F 658

F 677 1. Administrator interviewed residents 2, 3, 4,

6, 8, 10, 15,18, 19, 21, 22, 23, 24, 25, 27, 29, 11/20/2021

34, 36, 38, 39 for bathing preferences on
11/11/2021. Scheduled baths per resident
preferences, and care planned per preference.
Unable to rectify resident 35, 37 due to no
tonger in the facility. Oral Hygiene unable to
rectify with resident 35 as no longer in facility. |
2. All residents have potential to be affected.
3. All nursing staff educated on 11/10/2021
regarding bathing policy and oral hygiene
policy. Those not in attendance due to vacation,
sick leave prior PTO request will be educated |
prior to next shift. DON or Designee to review |
all residents to ensure all resident oral hygiene
is being followed 2x day and prn per facility |
policy. Interviewed remaining residents for
bathing preference ensure schedule and care
planned per preference. DON or Designee
Audit 5 random residents for completion of
baths and preference x4 weeks, biweekly x2,
Monthly x3. DON or Designee to audit 5
| random residents for oral care completion x4
weeks, biweekly x2,and monthly x3. All audits
will be reviewed and monitored through QAPI.
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shower or bath according to their preference.
*One of one sampled resident (35) had received
oral care per physician arders.

Findings include:

1a, Interview on 10/19/21 at 3:15 p.m. with
resident 2 revealed:

*He was supposed to have a bath on 10/19/21
but was told there had not been enough staff to
provide the shower.

*In the past he had gone five to six weeks without
a shower.

*He could only take a shower and not a bath
because of his catheter.

Review of resident 2's bathing audits completed
by the certified nursing assistants (CNAs) who
had bathed him revealed:

*A bath/shower had been provided on 8/4/21,
8/19/21, 9/2/21, 9/10/21, 9/24/21, and 10/9/21.
*He had refused a bath on 10/18/21 due to a
stomach ache.

Review of resident 2's revised 2/19/21 care plan
revealed:

*He required physical assistance of one staff
person for bathing.

*It did not indicate how often he preferred to have
a bath.

*|t did not indicate if he preferred a shower or
bath.

b. Interview on 10/19/21 at 2:21 p.m. with resident
19 regarding her bathing revealed:

*She had not had a bath since 10/3/21, "it has
been 16 days."

*She became teary eyed and explained how she
felt like she had bacteria growing down there
[perineal area] and was starting to smell bad.
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revealed:
person for bathing.
have a bath.

bath.

| 10/18/21.

revealed:

| schedule.”
needed.
have a bath.

bath.

39 revealed:

showers regularly.

Review of resident 19's bathing audits completed
by the CNAs who had bathed her revealed a
bath/shower had been provided on 8/5/21,
8/12/21, 8/20/21, 9/1/21, 9/8/21, 9/18/21,
10/3/21, 10/13/21, and 10/19/21.
Review of resident 19's revised 2/19/21 care plan
*She required physical assistance from one staff
*It had not indicated how often she preferred to
*It had not indicated if she preferred a shower or
c. Review of resident 37's bathing audits
completed by the CNAs who bathe him revealed
a bath/shower had been provided on 8/4/21,
8/19/21, 8/31/21, 9/8/21, 10/5/21, 10/12/21, and
| Review of resident 37's revised 1/26/21 care plan
*"Assist resident with shower/bathing per
| *It had not indicated what type of assistance was

*It had not indicated how often she preferred to

*It had not indicated if she preferred a shower or

d. Interview on 10/19/21 at 2:55 p.m. with resident

*He had not gotten a shower on a weekly basis.
*There was not enough staff to provide his

*When there was not enough staff to give him his

F 677%
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scheduled shower it does not always get made up
and at times has had to wait until the following
week.

Review of resident 39's bathing audits completed
by the CNAs who bathed him revealed a
bath/shower had been provided on 8/2/21,
8/30/21, 9/10/21, 9/24/21, 10/7/21 and 10/18/21.

Review of resident 39's revised 1/5/21 care plan
revealed:

*He required physical assistance from two staff
members for bathing.

*It had not indicated how often he preferred to
have a bath.

*It had not indicated if he preferred a shower or
bath.

Surveyor: 43844

¢e. Resident council interview on 10/20/21 at 10:05
a.m. revealed:

*Six of seven residents said they did not receive
baths on a timely basis.

*Seven of seven residents said they did not
always receive a bath every week.

-Resident 3 said he usually gets one per week,
"But, sometimes have to wait one or two days
due to short-handed [not enough staff], it feels
good when | do get a bath."

-Resident 8 said she used to get two baths per
week but has only been getting one now. She
preferred two baths per week.

-Resident 15 said she used to get two baths per
week but has only been getting one now. She
preferred two baths per week.

-Resident 21 said she has had to wait up to three
weeks to get a bath and preferred two baths per
week.

-Resident 29 said she has had to wait up to two
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weeks to get a bath and would have liked, "A
whirlpool, as it helps with my back pain, but I only
get a shower.”

--She also thinks the provider should have hired a
bath aide.

-Resident 38 said she had to wait up to two
weeks to get a bath and preferred two baths per
week.

-A resident who wanted to remain anonymous
said:

--Her roommate often smelled of urine for hours
at a time.

---It gave her a headache.

-She often smelled urine in the hallways.

--She asked staff what that smell was to prompt
them to provide care to others.

-She did not think there was enough staff in the
mornings to provide care.

f, Observation on 10/19/21 at 11:59 a.m. of
resident 18 revealed:

*She had been laying in her bed.

*The room had a very strong urine smell.

*Her hair had an extremely greasy appearance.

Review of resident 18's most current care plan
revealed she:

*Preferred a whirlpool bath and required the
assistance of one staff member to complete.
*Needed encouragement to participate in the
bathing process.

*Sometimes refused a bath.

-Might take a bath if offered a candy bar.

Review of resident 18's bathing audits revealed
she had on:

| *8/11/21: Refused bathing twice.
*8/17/21: A bath, had refused shaving, and her
"hair was matted to scalp."
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| *8/24/21: The audit did not indicate if she had a
bath, but did say her "hair was matted to her
scalp - allowed staff to cut her hair.”

*8/31/21: A bath.

*9/7/21: Refused a bath and had been educated.
*9/14/21: A bath.

*10/5/21: Refused. Two staff had attempted to
give her one and they had offered snacks to do
sO.

*10/19/21: Stated she had a bath on Monday, and
refused three attempts to assist her with one. She
had stated she would do it tomorrow.

-She had not taken a bath on 10/19/21.

g. Interview on 10/19/21 at 8:48 a.m. with resident
21 revealed she:

*Believed she did not have a choice of when she
could have a bath.

*Wanted it on Wednesdays and it had been
scheduled for Fridays.

*Sometimes had not gotten a bath due to no staff.
*"Gets sore in areas that | am unable to reach."

Review of resident 21's medical record revealed
| her baths had been scheduled for Fridays.

Review of resident 21's bathing audits revealed a
bath/shower had been provided on:

*8/9/21 and she had red areas in three areas,
where the areas had been were unknown.

-Bag balm had been applied and the nurse had
been notified of the reddened areas.

*8/18/21 and bag balm had been applied to her
reddened areas, where the areas had been were
unknown.

*9/2/21, 9/10/21, 9/17/21, 10/5/21 and 10/16/21.

h. Observation on 10/19/21 at 4:29 p.m. of
resident 34 revealed he had:
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*A full beard.
*Hair that had been greasy in appearance and
was at shoulder length.

Interview on 10/20/21 at 8:46 a.m. with resident
34 revealed he:

“Preferred to have a bed bath rather than a
shower as it is easier for him.

*Received a bed bath on 10/19/21 and stated,
"That bed bath surprised the hell out of me, the
one [staff] who used to do it is gone and it is the
first bed bath | have had in well over one year.
They wipe me up here and there, but not a full
bed bath.”

Review of resident 34's medical record revealed:
*He had a current brief interview of mental status
(BIMS) with a score of 15 which indicated he was
cognitively intact.

| *His care plan stated he refused baths at times,
and was to have had a bed bath weekly if he
refused his scheduled shower.

Review of resident 34's bathing audits revealed
he had a bed bath on:
| *8/4/21, 8/24/21, 9/7/21, 9/14/21, 9/23/21, and on
| 10/19/21. There had been no other
documentation of a shower or bath.

i. Confidential interview on 10/20/21 at 8:42 a.m.
with a resident who wanted to remain anonymous
revealed she:

*Was mostly independent with her cares.
*Seldom used her call light.

*Did not feel there had been enough CNAs to
care for the residents.

-Felt this was an ongoing problem.

*Would find someone to help her roommate when
staff did not respand timely to her roommates call

F 677
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| light being activated.
| *Received a shower once per week.

week, but they do not have enough staff for this
any longer.”

i- Review of resident 36's care plan regarding
| from one staff member to bathe.

Review of resident 36's bathing audits revealed
she had received a bath or shower on 8/2/21,
8/18/21, 8/25/21 , 9/2/21, 9/6/21, 9/13/21,
10/2/21, 10/9/21, and 10/16/21.

he had received a bath or shower on 8/1/21,
9/7/21, 9/14/21, 10/12/21, and 10/19/21.

|. Review resident 25's bathing audits revealed
she had received a bath or shower on 8/12/21,
9/3/21, 10/8/21, and 10/17/21.

| Surveyor: 16385

| m. Review of resident 23's bathing audits

| revealed a bath/shower had been provided on
8/5/21, 10/11/21, and 10/18/21. The resident had
refused on 8/20/21, 9/6/21, and 9/13/21.

Review of resident 23's revised care plan
revealed the following bathing interventions:
*9/15/21 - He required physical assistance with
bathing. He often declined showers/baths. He

him.

*9/16/21 - He at times would refuse his bath. He
would have liked staff to reach out to his sister
and have her remind him how important bathing
was.

-Stated, "Everyone used to get one [bath] twice a

bathing revealed she required physical assistance

k. Review of resident 22's bathing audits revealed

sometimes called his sister to assist with directing

F 677
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n. Review of resident 10's bathing audits revealed
a bath/shower had been provided on 8/20/21,
8/25/24, 9/1/21, 9/8/21, 10/6/21 and 10/13/21.

Review of resident 10's revised care plan
revealed the following 11/5/21 bathing
interventions:

*He required physical assistance from one staff
member to assist with weekly WP (whirlpool)
bath.

*He needed encouragement to assist with the
bathing process as he was able.

|
|
o. Review of resident 4's bathing audits revealed ‘
a bath/shower had been provided on 8/5/21, ‘
8/9/21, 8/20/21, 8/25/21, 9/1/21, 9/8/21, and ‘

10/20/21. |

Review of resident 4's revised care plan revealed |

a 7/28/21 bathing intervention for the bath aide to

give him a bath weekly versus a bed bath.

p. Review of resident 6's bathing audits revealed
a bath/shower had been provided on 8/5/21,
8/10/21, 8/16/21, 8/25/21, 9/1/21, 9/10/21,
9/15/21, and 10/7/21.

Review of resident 6's revised care plan revealed
the following 10/2/21 bathing interventions:
| *He required physical assistance from one staff
with bathing.
*He required encouragement to participate with
| bathing. |

g. Review of resident 29's bathing audits revealed
| a bath/shower had been provided on 8/4/21,
8/9/21, 8/19/21, 8/25/21, 9/2/21, 9/6/21, 9/13/21,
| 9/23/21, 10/2/21, 10/11/21, and 10/17/21.
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Review of resident 29's revised care plan
revealed a 3/31/32 bathing intervention for
physical assistance from one staff member with
bathing.

Surveyor: 45383

r. Review of resident 35's bathing audits revealed
bath/showers had been provided on 10/3/21 and
10/8/21.

Review of resident 35 revised care plan dated
9/8/21 revealed the resident required assistance
with a shower/bath per schedule.

s. Review of resident 24's bathing audits revealed
her bath/shower had been provided on 8/11/21,
8/19/21, 9/2/121, 9/10/21, 10/7/21, and 10/17/21.

Review of resident 24 revised care plan dated
9/21/21 revealed she required physical
assistance from one staff person with bathing.

t. Review of resident 27's bathing audits revealed

her bath/shower had been provided on 8/2/21,

8/16/21, 8/24/21, 9/7/121, 9/14/21, 9/23/21, |
| 10/2/21, 10/7/21, 10/9/21, and 10/16/21.

Review of resident 27 revised care plan dated
9/4/21 revealed she required physical assistance
from one staff person with bathing.

2. Observation on 10/20/21 at 7:55 a.m. of
resident 35 revealed:

-He was seated in recliner with oxygen on per
nasal cannula.

-He had white patches and dryness to his tongue.

| Interview on 10/20/21 at 10:10 a.m. with RN/DON
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C revealed oral care should have been provided
in the morning and at bedtime.

Record review of resident 35's oral care task
revealed:

-Oral care had been performed at 12:41 a.m.,
1:14 a.m. and 4:11 a.m. on 10/20/21.

*QOral care was to have been performed every two
hours.

Observation and interview on 10/20/21 at 12:35
p.m. with resident 35 revealed:

-He had finished lunch.

-Leftover food particles were noted in his teeth.

Interview on 10/20/21 at 4:40 p.m. with LPN |
regarding oral care for resident 35 revealed:
*CNAs were responsible for completing oral care
and documentation of the completion.

*QOral care should have been completed as
ordered.

*Maybe the CNAs had not had time to document
cares.

interview on 10/20/21 at 4:45 p.m. with CNAN _
and CNA E regarding resident 35's oral care |
revealed:

*CNA N arrived at 6:00 a.m. and:

-Had provided oral care to resident 35 after
breakfast.

-Had not provided oral care to the resident since
that time.

*CNA E had assisted with resident 35's cares this
moarning and had not provided any oral care for

resident 35. ‘

Surveyor: 16385
3a. Interview on 10/20/21 at 3:00 p.m. with CNAE
revealed: |
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*Most residents were scheduled for weekly baths.
*Some residents refuse routinely.

*Sometimes there were not enough staff to do
weekly baths.

Surveyor: 41895

b. Review of the facility assessment revealed:

*It had been updated on 9/16/21.

*“It had been last reviewed with Quality Assurance
and Assessment/Quality Assurance &
Performance improvement (QAA/QAPI)
committee on 10/10/19.

*There should have been a bath aide for one
eight hour shift five days a week.

¢. Review of the provider's Performance
Improvement Project (PIP) guide revealed:

*A start date of May 2021.

*Review dates of 6/15/21 and 7/20/21.

*A completion date of 8/17/21.

*The project leaders were the administrator and
director of nursing.

*The key area of improvement was completion of
baths.

*The goal was "All [residents] will receive the
number of baths of their preference by 8/15/21."
*The root cause of the problem was staffing and
agency availability.

*There had not been any documentation of
possible solutions.

*The plans had a start date of May 2021 and
included:

-"Bath list made to meet resident needs.”
-"Baths documented in PCC [point click care]."
-"Weights documented appropriately in PCC."
-"Skin assessments completed in PCC."
--There had been no completion dates listed on
the plans.

*There had been no documentation of how
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progress had been measured.
*There had been no documentation of what was
tried, what failed, or what succeeded.

d. Interview on 10/20/21 at 2:45 p.m. and at 4:24
p.m. with RN/DON C revealed:

*She had started working at the facility in
September 2021.

*She had worked in the facility usually seven days
a week.

*She was aware there was a problem with getting
baths done for residents.

*She had expected all resident to get a bath at
least once a week.

*It was the facility's policy to have bathing per
resident preference.

*She audited baths weekly.

*She had been looking at different ideas to

| ensure bathing was done and refusals of baths

had been handled.

-She wanted to start having staff call residents
responsible parties at time of the refusal and
have them speak with the resident on the phone.
*They had a problem in the past with two CNAs
not doing baths as assigned.

-Those CNAs no longer worked at the facility.
*The provider had not had a bath aide since the
COVID-19 pandemic started.

-She was not aware the facility assessment had
indicated they would have a bath aide.

*CNAs were expected to give baths to the
residents per the bath schedule.

*Resident's had been asked what day of the week
they preferred to have their bath on and it was
entered into the POC (point of care) task
charting.

-It was not documented on the care plan.
*Residents were able to have a bath or a shower
whichever they wanted.

F 677
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e. Interview on 10/21/21 at 11:54 a.m. with
regional nurse consultant A, administrator B, and
RN/DON C regarding resident bathing revealed:
*A bathing schedule had recently been redone to
follow what day resident's had specified they
wanted a bath.

*All CNAs working were responsible for all
resident cares including baths and needed to
work together to ensure all the baths on the
schedule had been completed.

*They had identified resident bathing as a
systemic failure and had a performance
improvement project (PIP) in place since July
2021.

*Bathing was reviewed every weekday during a
morning meeting.

-If a bath had not been done it was put on the
schedule to be done that day.

f. Interview on 10/21/21 at 2:30 p.m. with
administrator B regarding resident bathing
revealed she had agreed residents had not

to staffing shortages.

g. Review of the provider's September 2019
Bathing policy revealed:
*"The purposes of this procedure are to promote

observe the condition of the resident's skin."
*"The resident has the right to choose timing and
frequency of bathing activity."
*"Bathing preferences are asked upon admission
and during quarterly care conference."

F 684 Quality of Care

SS=G | CFR(s): 483.25

received baths/showers on a consistent basis due

cleanliness, provide comfort to the resident and to

F 677

F 684
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| § 483.25 Quality of care
| Quality of care is a fundamental principle that
applies to all treatment and care provided to
facility residents. Based on the comprehensive
assessment of a resident, the facility must ensure
that residents receive treatment and care in
accordance with professional standards of
practice, the comprehensive person-centered
care plan, and the residents’ choices.
This REQUIREMENT is not met as evidenced
| by:
Surveyor: 43844
| Based on interview, observation, record review,
and policy review the provider failed to ensure the
care plan and physician orders had been followed
for one of one sampled resident {36) with
lymphedema.
Findings include:

1. Observation on 10/19/21 at 8:18 a.m. of
resident 36 revealed:

*She had been sleeping in her wheelchair.
*She had severely swollen feet and legs.
*She had been wearing gray socks.

-The right foot had the gray sock pulled up
halfway up her foot.

-The left foot had the gray sock pulled up to her
ankle.

-She had not been wearing any type of
compression stocking or edema wear.

Observation on 10/19/21 at 10:42 a.m. of resident
36 revealed:

*She had been sleeping in her wheelchair.

*Her feet and legs appeared to be severely
swaollen.

-She was wearing gray socks and no
compression stockings or edema wear.

*The right wheelchair pedal was in the down
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edema and medications reviewed and received
new orders to increase Lasix.

2. Potential to affect all residents with
Lymphedema.

3. Primary Care Physician to review orders
monthly x6 months regarding Lymphedema to
ensure appropriate regimen. All nursing staff
educated on exacerbation of lymphedema and
lasix by DON on 11/10/2021. Those not in
attendance at education due to vacation, sick
leave, or casual work status will be educated
prior to their first shift worked. DON or designee
to audit resident 36 medication orders received
continue to be effective or if changes need to be
made weekly. DON or Designee to audit all [
potentially affected residents weekly x4, |
biweekly x2, monthly x3 to ensure care plan |
and PCP orders have been followed. All audits
will be reviewed and monitored through QAPI.

FORM CMS-2567(02-89) Previous Versions Obsolete

Event ID: C5DU11

Facility ID: 0050

If continuation sheet Page 29 of 45




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 11/05/2021
FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING COMPLETED
435049 BAWING 10/21/2021
NAME OF PROVIDER OR SUPPLIER STREETADDRESS, CITY, STATE, ZIP CODE
500 COLONIAL DRIVE
AVANTARA SALEM
SALEM, SD 57058
(X4)1D SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE | comPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
|
F 684 | Continued From page 29 F 684

position.

-Her right foot was under the wheelchair pedal.
-Her right leg was behind this wheelchair pedal
and there had been a vertical piece of the pedal
that had been pressing into her severely swollen
leg.

*The left wheelchair pedal was also in the down
position.

--Her left foot was resting on the wheelchair
pedal.

Observation and Interview on 10/19/21 at 12:03
p.m. with resident 36 revealed:

*Her feet were "painful" and her right foot "busted
out last night, no one was doing anything for it."
-She thinks she should go to her doctor.

-She stated her, "Foot leaking, it is busted open
and draining hard."

*Her right leg that had been pushing against the
foot pedal had a two and a half inch by one-fourth
inch red mark across it.

Interview on 10/19/21 at 12:10 p.m. with
registered nurse K revealed she had not been
aware of any open areas on resident 36's feet
and she would have to check into it.

Observation on 10/20/21 at 7:46 a.m. of resident
36 revealed:

*She was sitting in her wheelchair, eating
breakfast.

*Her feet and legs were severely swollen.

*She had a red mark where her right leg that had
been pushing against the foot pedal the previous
day.

*She had not been wearing edema wear or socks
and her feet were bare.

Observation on 10/20/21 at 8:56 a.m. revealed:
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*She was asleep and sitting in her wheelchair

beside her bed.

*She had not been wearing edema wear or

socks, and her feet were bare.

-Her right foot was resting on the floor, and her

left foot was resting on the foot pedal of the

wheelchair.

*Her right foot had:

-A clear fluid filled blister across the top of her

foot, above her toes, measuring approximately

two inches wide by one inch.

-An open area above her great toe on top of her

left foot measuring approximately the size of a

pencil top eraser.

-A clear fluid filled blister above the 4th toe on her

left foot measuring approximately the size of a |
dime. |

Interview on 10/20/21 at 9:52 a.m. with
occupational therapist assistant P regarding |
lymphedema care for resident 36 revealed:

*She was on a temporary assignment with the ‘

provider.

*She was not certified in lymphedema care. |
| *She was not sure if anyone in the facility was.

*The occupational therapist (OT) did not

physically come to the facility.

-The OT had provided telehealth care only.

--The OT would not have been able to provide

lymphedema care.

Interview on 10/20/21 at 11:08 a.m. with physical
therapy assistant O regarding lymphedema care
for resident 36 revealed:
*The physical therapist comes two times per
week to the facility.

! *They did not currently have anyone certified in
lymphedema care for this provider.
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| Observation and interview on 10/20/21 at 11:10

| a.m. with resident 36 revealed:

| *She had been sitting in her wheelchair beside
her bed.
*She had bare feet.
*Her right foot was resting on the floor, and her
left foot was resting on the foot pedal of the
wheelchair.
*She complained of pain in her feet.
*She lies down and puts her feet up at night but
not during the day.
*She stated "Doc says my shoes were too strong
and that | should be wearing a lighter shoe and
that would take the pressure off with lighter shoe.
The lighter shoe caused the blisters."

Observation on 10/20/21 at 1:31 p.m. of resident
36 revealed:

*She was sitting in her wheelchair, playing
hallway Bingo.

*Both of her feet had compression stockings on
that started at her toes and extended up to the
knees. -Over the top of them were black Velcro
compression wraps on both of her lower legs and
feet.

Interview and record review on 10/20/21 at 2:53
p.m. with registered nurse/director of nursing C
regarding resident 36's swollen legs and feet
revealed:

*The 10/16/21 internal bathing audit form had
identified resident 36 as having had "lower legs
swollen.”

*The 10/16/21 skin evaluation form, located in
resident 36's electronic medical record, had not
identified the lower swollen legs.

-She was not sure why the skin evaluation form
had not identified this issue.

-She would have to follow-up with the nurse who
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completed it and have her explain the
discrepancy in documentation.

| Interview on 10/21/21 at 9:30 a.m. at with certified
nursing assistant (CNA)/medical records G

| regarding resident 36 revealed she:

*Was not sure when resident 36 had quit walking.

*Had thought resident 36 walked sometime last

week to the bathroom and back to her chair,

*Said resident 36's feet often "swelled up", and

she was often put in a recliner to help elevate her

feet.

-Thought resident 36 sat in a recliner daily.

*Confirmed resident 36 had not sat in a recliner in

approximately one week due to the construction

| that had been going on in the living room area
and there had not been a recliner in her room for
resident 36 to use. !

Review of resident 36's medical record revealed:
*She had a diagnosis of lymphedema and
general edema.
*She had a current physician orders that had
| started on:
-12/18/18 to, "Elevate legs above heart as able to
decrease edema."
-11/24/19 for, "Compreflex compression
garments: apply stocking 1st, then ComperBoot
snuggly, then Compreflex garment stretching
flaps to 20-30 on Accutabs in the morning related
to LYMPHEDEMA."
*Documentation in the electronic medical record
for resident 36 revealed there was no
documentation of the physician orders had been
followed on October 1, 12, and 17th at 6:00 a.m.
*Her progress notes on:
-10/5/21- "Shoes are not fitting well anymore. We
will schedule podiatry appointment for
assessment of footwear and if now [new] shoes
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are needed."

-10/16/21- "Noted she had "3+ pitting edema.”

-Her physician had not been notified of this until
10/19/21.

*She had been on a walking restorative plan. |
-The last documentation of walking during :
restorative program was on 10/13/21.

-The documentation showed she had refused on |
10/14/21.

-No documentation had been completed from

10/14/21 through 10/20/21 for her restorative

walking program.

Review of resident 36's current care plan |
regarding her feet and legs revealed: |
-"Encourage me to sit in the living room, not at
the nurses station, so | am able to sit in a chair

| that will elevate my feet.”

-" have Edema wear that | should have on in AM
off at HS. 1 will take off the edema

| wear and just put on shoes."

-"| have edema/lymphedema to my BLE; report

any changes noted to my

nurse/physician, including any significant or

continued weight fluctuations, including

increased difficulty walking."

-"If 1 fall asleep in the living room or dining room,

strongly encourage me to go to my room and lay

in bed with my feet up, even for short periods
during the day."

-"Remind me not to take my wraps off my legs,

and that they are supposed to be a bit tight, but if

I am c/o [complaining of] too tight, please check

them to be sure they are not too tight.”

-"| have the potential for pressure ulcer/injury

development r/t [related to] Lymphedema,

Obesity, mental disorders e/b [evidenced by}

physical and cognitive limitations.

-"My skin will remain intact without pressure
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ulcersfinjuries through the next review date.”
"My nurse will assess my skin at least weekly for
any actual or potential skin issues, and notify
appropriate departments if actual impairments
arise (dietary, wound nurse, physician), as
needed.”

-"My nurse will monitor the skin on my legs when
removing my specialized compression garments
to my legs every night and inform my wound
nurse of any skin changes as needed.”

-"Report any noted actual or potential skin
impairments to my nurse that you notice with my
BID [twice daily] cares, weekly bath and prn, as
needed.”

Review of provider's April 2021 Skin Program
policy revealed:

*"Policy: To ensure a resident who enters the
facility without pressure injuries does not develop
pressure injuries unless the individual's clinical
condition demonstrates that they are unavoidable.
-To provide care and services to prevent pressure
injury development, to promote healing of
pressure injuries/wounds that are present and
prevent development of additional pressure
injuries/wounds.

*The policy did not address fluid filled blisters.
*No other skin policies were provided during this
survey.

F 725 | Sufficient Nursing Staff

SS=F | CFR(s): 483.35(a)(1)(2)

§483.35(a) Sufficient Staff.

The facility must have sufficient nursing staff with
the appropriate competencies and skills sets to
provide nursing and related services to assure
resident safety and attain or maintain the highest
practicable physical, mental, and psychosocial
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F 725 1 |nterviewed residents for bathing

| preferences, scheduled per preferences,
and care planned per preference.
2. All residents have potential to be affected.
3.Administrator removed from floor to
appropriately manage and maintain schedule.
Administrator increased staffing through
increased agency contracts.Interviewed
remaining resident for bathing preference
ensure schedule and care planned per
preference. Resident council Grievances
will be reviewed Monday-Friday AM meeting.

11/20/2021
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well-being of each resident, as determined by
resident assessments and individual plans of care
and considering the number, acuity and
diagnoses of the facility's resident population in
accordance with the facility assessment required
at §483.70(e).

§483.35(a)(1) The facility must provide services
by sufficient numbers of each of the following
types of personnel on a 24-hour basis to provide
nursing care to all residents in accordance with
resident care plans:

(i) Except when waived under paragraph (e) of
this section, licensed nurses; and

(i) Other nursing personnel, including but not
limited to nurse aides.

§483.35(a)(2) Except when waived under
paragraph (e) of this section, the facility must
designate a licensed nurse to serve as a charge
nurse on each four of duty.

This REQUIREMENT is not met as evidenced
by:

Surveyor: 41895

Based on ohservation, interview, nursing
schedule review, and facility assessment review,
the provider failed to ensure sufficient staffing as
evidenced by resident concerns with a lack of
bathing and call light response times.

Findings include:

1. Resident council interview on 10/20/21 at 10:05
a.m. with seven residents revealed baths were
not getting done on a regular basis and call lights
had not been answered timely due to what they
perceived as staffing concerns. Refer to F565.

2. Review of 19 of 23 sampled resident bathing
audits revealed baths had not been done on a

F 725 The grievances will be delegated to respective

department or designee, returned to morning
meeting within 48 hours with resolution, and
reviewed with Resident Council President prior
to resident c